A 45-year old male with Behcet's disease (BD) with prior oral aphthous and genital ulcers diagnosed outside our facility presented to the emergency department (ED) with two weeks of progressive headaches with abrupt onset dysarthria, le lower facial and le arm weakness. e patient had recently moved from another state to our region and stopped taking his warfarin for history of deep vein thrombosis, and had not established care with a rheumatologist, neurologist or primary care physician. Because of his unknown history at the local emergency room a noncontrast computed tomography (CT) head was originally interpreted as negative for acute stroke ( Figure  1A ). His symptoms did transiently improve in the ED and he was later discharged home. Subsequently he returned a er a generalized tonic-clonic seizure, and a second noncontrast CT ( Figure 1B ) showed a hyperdense right cortical vein of Trolard (VOT) and delta (Δ) signs indicating saggital sinus thrombosis and a right hemisphere subcortical hemorrhage. He was transferred to our facility for a possible aneurysmal subarachnoid hemorrhage. At our facility we performed a CT venogram which con rmed the localization of the venous thrombus ( Figure  1C and 1D ). e patient was placed on IV heparin initially, and on warfarin and clinically improved back to normal within a few days. He was discharged from our hospital with followup at our clinic with a rheumatology expert and neurology clinic. Cerebral venous thrombosis (CVT) is an important complication in BD (1, 2) which may result in signi cant morbidity or mortality. In this patient, with history of BD with headache, a high degree of clinical suspicion should be raised for CVT. erefore, the initial noncontrast CT head should be examined closely for abnormalities, and in this case was found to be consistent with CVT. We propose the "VOT sign" as a new, highly speci c nding on noncontrast head CT suggestive of CVT which should prompt consideration of a CT venogram to con rm the diagnosis. e "VOT sign" is an useful sign even in patients with unknown history because it is highly abnormal and to our knowledge it has not been described before. Noncontrast CT head may be falsely negative in 10-20% of cases with proven CVT (3) compared to CT or MR venography. Mimics of a positive hyperdense sagittal sinus include causes of elevated hematocrit such as polycythemia, dehydration, or CVT. Management of CVT is initial anticoagulation with IV heparin followed by vitamin K antagonists such as warfarin. Intracranial hemorrhage that occurs as a consequence of CVT is not a contraindication for anticoagulation (3) , although this remains controversial.
